STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

AUDIT CONTACT LOG

INSTRUCTIONS: This form is intended to document contacts and may include telephone calls (t/c) and office visits (o/v).
Enter relevant information including action taken and follow up.

PROVIDER NAME: PROGRAM NO.:

DATE INCLUDE NAME OF CONTACT AND EXPLANATION INITIALS

FC 2 CL (11/02) PAGE OF



	Provider 1: 
	Program 2: 
	date 3: 
	contact 4: 
	initials 5: 
	date 6: 
	contact 7: 
	initials 8: 
	date 9: 
	contact 10: 
	initials 11: 
	date 12: 
	contact 13: 
	initials 14: 
	date 15: 
	contact 16: 
	initials 17: 
	date 18: 
	contact 19: 
	initials 20: 
	date 21: 
	contact 22: 
	initials 23: 
	date 24: 
	contact 25: 
	initials 26: 
	date 27: 
	contact 28: 
	initials 29: 
	date 30: 
	contact 31: 
	initials 32: 
	date 33: 
	contact 34: 
	initials 35: 
	date 36: 
	contact 37: 
	initials 38: 
	date 39: 
	contact 40: 
	initials 41: 
	date 42: 
	contact 43: 
	initials 44: 
	date 45: 
	contact 46: 
	initials 47: 
	date 48: 
	contact 49: 
	initials 50: 
	date 51: 
	contact 52: 
	initials 53: 
	date 54: 
	contact 55: 
	initials 56: 
	date 57: 
	contact 58: 
	initials 59: 
	date 60: 
	contact 61: 
	initials 62: 
	date 63: 
	contact 64: 
	initials 65: 
	date 66: 
	contact 67: 
	initials 68: 
	date 69: 
	date 72: 
	contact 70: 
	contact 73: 
	initials 71: 
	initials 74: 
	page 75: 
	page 76: 


